The Problem
At the start of the second decade of the 21 st century we are faced with the shameful fact that a staggering 716 million men, women and children defecate in the open every day, in South Asia, contributing to the most appalling concentration of poverty and disease and the poorest standards of hygiene in the world; this in a region where annual GDP growth appears to be amongst the highest in the world.
Open defecation is a problem of colossal dimensions and the extreme manifestation of a stark sanitation situation, where widespread pollution due to unsanitary disposal of human excreta threatens well-being and life itself.
There are two facets to the problem in South Asia, both of which are unacceptable. The first is a problem of scale. Hundreds of millions of people in South Asia have historically practiced open defecation, especially in rural areas: a veritable sanitation crisis that impairs progress in the region. Many districts in India, Nepal and Pakistan fall in this category. The "excluded", are not only people who suffer from "asset poverty", but also those who are shut out for social reasons. The combination of economic and social exclusion creates sub-human living conditions, in urban slums and rural areas across South Asia. Mere concentration on the big numbers will only serve to increase the gap between the haves and the have-nots. It is this second problem that is often overlooked in South Asia and needs special and urgent attention.
The imperative
All governments in South Asia have voted in favour of a 2010 UN General Assembly resolution, declaring sanitation to be a human right. These countries have also committed themselves to the Millennium Development Goals (MDGs). Children, especially those in poor families, pay the price: 570,000 young children die in South Asia every year, as a result of diarrhoea caused by poor sanitation and hygiene. There is a clear and indisputable moral imperative for action. Apart from ethical considerations, there is strong evidence of the huge economic costs associated with neglecting sanitation, specifically open defecation, and the resulting burden of disease. In India, where 638 million people defecate in the open, a recent study by WSP estimated that inadequate sanitation costs India the equivalent of 6.4% of GDP, (US$ 53.8 billion), in terms of avoidable household and public health expenditure, losses in productivity because of morbidity, and opportunity costs based on loss of time. It would not be an exaggeration to say that, despite all the apparent economic growth, the full potential of the energy and creativity of the peoples of South Asia will not be realised if open defecation is not eliminated.
For a long time, the conventional wisdom has been that more lives are saved in poor countries by focusing on the "low hanging fruit" -those most readily reached by extending proven interventions through traditional service delivery modes. This has effectively reached large numbers of people, which has led to a certain complacency, resulting in the problem of the truly excluded being pushed into the background. To focus on the marginalised, although right in principle, was generally not perceived as being cost-effective. However, a review of evidence and experience conducted by UNICEF in mid-2010 1 suggests that this is no longer true for the following reasons:
• Excluded populations within countries generally have a larger proportion of children than other groups, owing to higher fertility rates. As their rates of child mortality are also often considerably higher than those of more affluent groups, their burden of child deaths constitutes a large share of the national total; • In excluded populations, a higher proportion of children die of preventable or treatable infectious diseases or conditions than the children of other groups; • Most excluded populations have much lower levels of coverage of cost-effective interventions with a proven high impact in reducing major childhood diseases and conditions.
Consequently, these populations have the greatest scope for gains in survival and development outcomes in the next five years. The study concludes that first, an equity-focused approach will accelerate progress towards the health MDGs faster than the current path, and second, it will be considerably more cost-effective and sustainable than the current path in all country typologies.
But mere commitment to action will not serve the cause of the excluded, unless policies, investments and actions are based on the principle of equity which is essentially the principle of fairness. Equity involves recognising that people are different and require specific support and measures to overcome the specific impediments that stand in the way of their being able to access and use services sustainably, in this case safe sanitation and adopting hygiene practices.
At a local level this would mean examining the context in which people live, work and play, and identifying the immediate barriers which stand in the way of people using hygienic toilets and washing their hands after defecation, before preparing and serving meals and before eating or feeding children.
At higher administrative levels such as provincial, state or national levels, equity would be served by directing more resources to areas and communities with low sanitation coverage, and approaches that ensure that every individual has the means as well as the responsibility to use and maintain sanitation facilities and wash hands with soap, to ensure their own as well as their neighbour's health and wellbeing.
Equity principles must also apply in special situations that warrant special attention. Emergencies affect millions of people in South Asia every year: floods, droughts, earthquakes, landslides and civil strife displace large numbers of people for shorter or longer periods. Often, more than half of those displaced are children under the age of 18. 2 With 58% of the rural population of South Asia practicing open defecation, maintaining camps for the displaced, free of open defecation and with adequate safe drinking water and water for hygiene practices is a major challenge. However it is a fundamental right that cannot be denied.
The way forward
And so while the case for action cannot be questioned, the action needs to be based on the principle of equity, which requires clear identification of and effective response around specific barriers in the following three categories:
• Attitudinal barriers arise essentially from a lack of respect, which results in isolation, prejudice, stigma, misinformation and lack of self-confidence of those who are marginalised. Attitudinal barriers are responsible for much of the social exclusion experienced by people with disabilities or people living with HIV, as well as for the disproportionate burden placed on women and girls in the region -as de facto managers of water, toilets, household and community cleanliness in general, and the teachers of their children, the next generation. These barriers are also responsible for taboos that prevent us from talking about and then ensuring that sanitation facilities address the practical dimensions of washing and disposal needs linked to menstruation for women and girls, imprisoning millions of adolescent girls and women every month and keeping them away from school, work and play 3 .
• Environmental barriers impede physical accessibility to infrastructure and to communication; for example, toilet and squat pan designs which are difficult to use for the differently-abled, older people and pregnant women, pans and traps that are improperly sized and daunting for young children and the lack of suitable options for water logged areas, sandy soils or flood prone areas, or communication materials which cannot be deciphered by illiterate people, or those who are blind or deaf.
• Institutional barriers cover a host of issues, acts of omission, such as lack of specific policies for the excluded including finance, knowledge, skills and consultation mechanisms, and acts of commission such as administrative and financial corruption. Poor accountability mechanisms perpetuate weak governance, wherein government and civil society officials as well as elected representatives remain systematically blind to the deplorable conditions of the urban and rural poor, especially the most marginalised groups.
Formidable though these barriers may seem, there are examples throughout the region of individuals and organisations that have overcome these barriers and brought about significant change through their passion, commitment, innovation and systems. There is therefore no reason why committed action, based on the principles of equity and inclusion, cannot work and that too on a significant scale.
The examples that follow are from different countries with their own governance systems and unique challenges. They provide evidence of exclusion in relation to sanitation and hygiene, and they show how it is possible to address the barriers, attitudinal, environmental and institutional in their own context.
• Addressing discrimination and exclusion in schools: In 2009 UNICEF commissioned a study on Equity in School Water and Sanitation in Bhutan, Nepal, Bangladesh and India. Inequity and discrimination are features of all societies and many of these are systematically reproduced in the school environment. The study examined the ways in which water and sanitation related issues affect inclusion and opportunities for children in school. It also examined the school as a potential agent for transformation through good practice. In all four countries, the study found that adolescent girls faced disadvantage and stigma when they were menstruating, with many girls staying away from school for several days each month. Some schools discriminated against different groups by selecting certain children to clean toilets, while others were made to sit separately at the back of the class. Ignorance and insensitivity towards children with special needs underpinned most of the interactions with teachers, during school observations. In India, despite well-articulated design specifications, none of the toilets were safely accessible for children with physical disabilities, who were instead sent home if they needed to use the toilet. The study also highlights the strong barriers to inclusion faced by scheduled caste groups, such as Dalits. and nomadic hunter-gatherer tribes, such as the Sahariya community. Dalit and Sahariya children are treated as "unclean" and continue to face discrimination, both from other children and teachers. The exclusion this community faces is manifested in unhygienic living conditions and poor household sanitation facilities. However, the study was able to find examples of good practices in all four countries, which successfully address attitudinal, environmental and institutional barriers to inclusion. These are schools which have good facilities and adequate cleaning materials, a shared understanding of responsibilities for use and maintenance, where cleaning duties are shared without making children feel exploited or singled out, and where teachers actively support children in carrying out this role. Examples of good practice include child clubs in Nepal, competitions between children in Bhutan, a proactive and interested village pradhan in Lalitpur in Uttar Pradesh, India, and sensitive teachers who encourage an ethos of equality, where all children were accorded equal respect and dignity. Within such an ethos, it is not so much that steps are taken to discourage exclusion but rather that inclusive procedures were created which, in the words of the Nepal report, left "no room for exclusion".
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• Serving Whole Disadvantaged Areas and special Needs: In Bangladesh an innovative sanitation programme -Advancing Sustainable Environmental Health (ASEH) -was designed with the explicit objective of working in the most disadvantaged parts of the country, where mainstream players such as the government would find it hard to work. Financed by the Department of International Development, UK, WaterAid and its NGO partners chose the geopolitically disadvantaged hilly tribal areas, stagnant swamps, annually flooded riverine deltas and dense urban slums with insecure tenure to deliver services through a zero subsidy, community led total sanitation approach. Building capacity, working with local governments, empowering people and learning along the way, ASEH has managed to improve sanitation and hygiene practices for millions of poor people over seven years, influencing policy and practice for the sector overall. The twin approach of government led enabling institutional mechanisms and NGO action on the ground is impressive. In Bangladesh, the local government, (Union Parishad), has an earmarked allocation of funds which are intended to be used to promote sanitation, through both software activities and hardware subsidies targeted at the ultra poor. In the study, communities ward members were free to allocate Union Parishad assistance for toilets as they saw fit. Not all of this assistance went to the ultra poor, and not all ultra poor households received help. However the range of models offered by ASEH includes extremely low-cost latrines, access to microfinance in many areas, community acceptance and the use of shared latrines, together with good maintenance and systematic progress from widespread open defecation to a situation where it is considered unacceptable to defecate in the open. Innovative, context specific approaches tailored to the cultural and geographical circumstances of the project areas, (low lying, hilly, coastal, geopolitically marginalised, etc.), have been responsible for changing the situation at scale, resulting in a reported 5.6 million sanitation beneficiaries and 6.8 million hygiene beneficiaries at the end of the five-year programme
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. Intra-community exclusion or marginalisation has been addressed by innovative cost-recovery policies, that recognise difference and encourage community level cross-subsidies; urban sanitation blocks in Dhaka and Chittagong provide regular, reliable bathing, washing and toilet facilities for poor slum residents. Facilities are specifically designed for use by small children, adolescent girls and women, (with disposal of sanitary material a part of the design), with linked income generating opportunities empowering the women caretakers who manage them.
Sanitation blocks in Dhaka Slums, ASEH 2006: Child friendly facilities and washing platform for menstrual rags By adopting a policy of all or none, with specific adjustments in approach, investment and design to respond to context-specific vulnerabilities, ASEH has proved that it is possible to deliver services and ensure equity, at scale.
The following example shows how it has been possible to increase sanitation access to persons with disabilities in Nepal. This approach can easily be incorporated into national sanitation strategies.
Including people with disabilities
About 2.9 million people in Nepal -approximately 10% of the population -live with some form of impairment. The protection and promotion of their rights is enshrined in Article 13 of the current Interim Constitution of Nepal, and article 26 proposes special provisions in health, education and social security. But the policies are not implemented and traditional attempts to increase coverage of sanitation have marginalised or excluded the needs of disabled people. After studying the barriers to latrine use faced by disabled people, WaterAid-Nepal partner NEWAH embarked on the "Sanitation Access for Disabled People Project" in eight Village Development Committees of the Baglung district, addressing the different barriers. This programme supported families to address environmental barriers, adapting latrine designs to make them more accessible in a way that is suited to the terrain and local culture. District level workshops involving disabled people, their families and other stakeholders, resulted in a District Disabled Support Committee under the leadership of District Development Committee, to provide institutional support for programmes targeting disabled people. Other advocacy activities have helped to sensitise the district, the village development committees and other stakeholders to the needs of disabled people in development interventions. The workshops and media coverage of disability issues have also increased awareness among the public, influencing national policy and programmes. While this has shown what is possible, more work is needed to increase awareness, to monitor the disability provision in basic services, and to adapt sanitation designs. (See examples of individual cases in the Annex) 6 .
Including migrant workers in West Bengal
UNICEF is working in collaboration with the Panchayat and Rural Development Department, Government of West Bengal and Rama Krishna Mission Loka Shiksha Parishad (RKMLP), Narendrapur to develop community based approaches on WASH to help achieve sustainable sanitation models in Medinipur district.
After the launch of Nirmal Gram Panchayat awards in 2005, PRIs started accelerating efforts to make their Panchayats Open Defecation Free to get the national awards.
The Itamogra-II in East Medinipur district is one such Gram Panchayat that completed 100% household sanitation coverage but was not open defecation free. This was due to the large number of migrant workers. Over 5,000 people come from adjoining states every year to work as labourers in brick kilns in Itamogra Gram Panchayats. As they were not permanent residents of the Panchayat they were not included in the sanitation plan. Although all households were covered, the open defecation continued as this excluded community had no toilets and were defecating in open. As a result the PRI did not qualify for the NGP award.
UNICEF, the PRI and RKMLP reviewed the situation to explore alternatives, including the owners of the brick kilns in the process in order for everyone to understand the context. The owners were encouraged to contribute to building toilets in all 37 kilns where the labourers were deployed, with RKM and PRI supporting the process. Seven toilets were built in each kiln, providing a total 259 toilets to enable 5,000 labourers to defecate. As a result the Gram Panchayat was declared Open Defecation Free and got a national award in 2008. The excluded community could access sanitary toilets and defecate with dignity. The joint efforts helped demonstrate inclusive approaches for WASH.
Including the socioeconomically excluded in Pakistan
The Lodharan Pilot Project (LPP) is facilitating provision of services to the poor in Lodharan, Dunyapur, Kehror Pacca areas that lie in the backward districts of southern Punjab. LPP is a replication of the Orangi Pilot Project where genuine demand from the grassroots and government support are harnessed and cross-fertilised through a participatory planning and development process, that is then linked to ongoing operations and maintenance for sustainability. Initiated in 1999, LPP covers 100 rural settlements and approximately 20,000 households.
Including people living with HIV Aids, in Uttar Pradesh, India
People living with HIV and Aids are the most discriminated against in society, economically, socially and psychologically. The immuno-compromised status of PLHA renders them more susceptible to opportunistic WASH related infections like diarrhoea, which is experienced by over 90% of patients with AIDS. It becomes more frequent as immune deficiency progresses. Easily accessible and sufficient water and sanitation are indispensable for people living with HIV and AIDS as well as for the provision of home-based care to AIDS-affected persons. In 2008, WaterAid India entered into a partnership with Uttar Pradesh State AIDS Control Society, for a project titled Programme on Arresting Opportunistic Infections for People Living with HIV/AIDS (PLHA), to help improve the quality of their lives through water and sanitation. The project is being implemented through CREATE in 14 districts and involves anti-retro-viral therapy cells, located in the Medical Colleges and working with DLNs, DICs and Community Care Centres (CCCs), which are care and support centres. These have also become WASH information centres where people living with HIV/AIDS are able to learn about key hygiene practices. The centres share information through posters and pamphlets, display different toilet models, and offer a range of audio, video and other materials. As well as group and individual counselling, PLHAs are also able to use good quality facilities at the centres, such as water filters, washbasins, urinals and latrines. Staff members are trained on WASH issues and are able to tell PLHAs about the importance of good WASH practices in their lives. For more info see www.irc.nl/page/53176.
Including tribal communities in Orissa
Working on the principle of Right to Water and Sanitation for the most marginal communities, the NGO Gram Vikas has worked over the past decade to bring high quality water and sanitation infrastructure in 800 remote tribal villages in Orissa. The programme's success is based on contributions from the people to first create a village fund and then undertaking an integrated approach for providing drinking water, sanitation, upgraded housing and hygiene education -to bring about a sustainable improvement at the community level. Funds are secured from the government programmes and donors to ensure that good quality private and public infrastructure is created, that people value and use on a sustained basis. The achievement is in stark contrast to only sanitation focused low cost toilet construction interventions from the government, which have been unsuccessful. Nevertheless, Orissa state still has one of the highest rates of open defecation in India: 88% of the rural population has no toilets 7 .
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Using the experience to mainstream equity and inclusion
The following is a summary of the factors for success from these cases.
Political Commitment
Countries in the region have made real strides as regards explicit policies that recognise exclusion and seek to address it in sanitation, as demonstrated by the examples below:
• Nepal (2007) -The interim Constitution states that all citizens are entitled to live in a clean and healthy environment; • Pakistan (2006) -The needs of women, children and the handicapped are given priority in all policy, planning and implementation processes; • Bangladesh (1998) -Assigning priority to under-served and un-served areas, providing credit facilities for the poor to bear the costs of water and sanitation service, and measures will be taken so that users can bear increased cost of sanitation services. In the case of hard core poor communities, educational institutions, mosques and other places of worship, the costs may be subsidised partially or fully. In public toilets, separate provisions shall be made for women users.
• India Total Sanitation Campaign (modified guidelines) -The concept of sanitation was earlier limited to disposal of human excreta by cesspools, open ditches, pit latrines, bucket system etc. Today it connotes a comprehensive concept, which includes liquid and solid waste disposal, food hygiene, menstrual hygiene, personal, domestic and environmental hygiene. Proper sanitation is important not only from the general health point of view but it has a vital role to play in our individual and social life too. Sanitation is one of the basic determinants of quality of life and human development index. It is a human right to which every citizen is entitled. The concept of sanitation was, therefore, expanded to include personal hygiene, including menstrual hygiene and handwashing after defecation and before handling food, home sanitation, safe water, garbage disposal, excreta disposal and waste water disposal.
• India Urban (2008) -Every urban dweller should be provided with minimum levels of sanitation, irrespective of the legal status of the land in which he/she is dwelling, possession of identity proof or status of migration. However, the provision of basic services would not entitle the dweller to any legal right to the land on which he/she is residing. At least 20% of the funds under the sanitation sector should be earmarked for the urban poor. The issues of cross subsidies, the urban poor and their involvement in the collection of O&M charges should be considered.
How many people, who do not have access to these services, are actually aware of these policies which seek to guarantee their rights? Constitutional guarantees on inclusion need to be displayed prominently across the length and breadth of the countries in the region, through simple posters in local languages, telling children and adults about their rights and at their same time about their responsibilities to other users, as regards proper use and maintenance. Respect and non-discrimination for other users are simple, non-negotiable principles that we must collaboratively as a sector agree and clearly communicate in the region. This is possible through simple human approaches as demonstrated by the schools in the UNICEF case study on school sanitation.
Monitoring
Special attention to the identification of specific groups, without access to sanitation, and the attendant reasons would need to be accompanied by monitoring systems with disaggregated data, to track changes at local, sub national and national levels. If we can look at success from the lens of the vulnerable, we will make real progress, such as for example, India provided more than 166 million people with access to sanitation since 1995, in other words more people than the population of Japan and the Canada combined! Progress however was highly inequitable as the poorest households hardly benefitted.
Institutional Structure and Capacity
A dedicated administrative structure/unit within governments for rural sanitation at all three levels, (local, sub-national and national), with the mandate and means (both financial and human) to ensure equity and including fair representation by excluded groups, would enhance the unit's capacity to understand and respond appropriately to issues of equity and inclusion. This has been demonstrated at scale by local governments in Bangladesh, and in India (Maharashtra, Himachal Pradesh, Tamil Nadu and West Bengal) among others in the region 9 .
Approach to Creating Demand and Scaling Up
South Asia has the best and most widespread examples of total sanitation at scale, along with a range of projects targeting excluded groups. This learning has yet to be cross-fertilised to ensure that the sector works to minimum standards that ensure inclusive access and use for all. Wide dissemination of information about the right to sanitation, ensuring opportunities for the voices of the excluded in the exercise of demand creation, backed by earmarked finances to facilitate their participation would be another step in their inclusion, as shown in the programmes for disabled people in Nepal or people living with HIV Aids in Uttar Pradesh, India.
Technology Promotion and Supply Chain
The promotion of appropriate technology options, to meet the different needs of the excluded and public sanitation to always include provision for menstrual hygiene and disabled access, child friendly taps, pans, urinals, proper, functioning handwashing stations and adequate light and ventilation, safety and security would be a significant step in moving access for the excluded from intention to reality. A good example is the urban model for slum communities promoted by ASEH, in Bangladesh, where all community facilities have washing and disposal facilities for menstrual hygiene, toilets sized for children and cost recovery policies that favour the poorest or most vulnerable.
Finance and Incentives
Finally, all the above steps will remain mere wishes unless there are dedicated financial allocations available for rural and urban sanitation in general and earmarked allocation of funds, for enabling all the above steps in particular. This would need to be accompanied by a system of incentives for performance, and sanctions for approaches followed and results. The financial award system for ODF status in Maharashtra state, which was later adopted by the Government of India as the Nirmal Gram Puruskar award, is one example. Other examples include the earmarked allocations for sanitation under the annual development plan in Bangladesh and the graded subsidy financial model in WaterAid Nepal's projects for the urban poor. Most countries in the region still lack dedicated budgets for sanitation, which must be seen as a pre-requisite for taking sanitation programming required to address the sanitation crisis in the region. In addition, the region remains plagued by poor governance, where corruption and leakages abound. Since large sums are likely to be involved, third party monitoring, public scrutiny, independent audits and adequate steps are required to ensure that the process of allocation, disbursement and use of funds actually results in better services for those likely to be left out.
The history, traditions, pace, structure and trajectory of political, social and economic development varies widely across the countries in South Asia. Any set of suggestions will need to be flexible enough to adapt to local situations and circumstances. In broad terms however one could track the progression to total and complete inclusive sanitation, access and usage, for all groups along an equity enabled graph as shown below.
Looking at services with an equity lens
The graph below shows progression in delivering equitable services -starting with policies and commitments, matching these with institutions and investments, strengthening of capacity to interpret policies with sensitive approaches and design, appropriate and cost effective hardware to match user needs, information and widespread awareness around rights and how these can be accessed, and strong demand at every level, every time to eradicate exclusion. 
Recommendations
We propose a framework, based on the steps outlined above, for assessment of commitment, capacity and practical options for ensuring and benchmarking equity and inclusion in sanitation. This is adapted from the framework used by WSP to assess country capacity to deliver sanitation
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. Countries can score themselves against the criteria 11 below, to see where they stand at the moment on the equity and inclusion paradigm, but more importantly where they need to take measures to address the gaps.
Political Commitment and strategy for implementation
a. Constitutional guarantees for equality, recognising complex nature of exclusion in sanitation and hygiene; b. Right to sanitation and hygiene enabled by the availability of adequate water at household level, should be explicit in policy; c. Sanitation and hygiene strategy includes detailed analysis of context specific inequalities and exclusions in relation to sanitation and hygiene; d. This political commitment to sanitation and hygiene explicit in party manifestos, annual sector reviews and mid-term appraisals.
2. Monitoring a. Focus on those who do not practice sanitation and hygiene and why -at national, sub national and local level; b. Evaluations of sanitation and hygiene programmes, use disaggregated data and report on equity and inclusion in findings; c. Monitoring methods include independent monitoring of use and practice, equity focused national monitoring systems and sample surveys to gauge progress, public hearings, citizen report cards and reviews, and independent reviews of services for particular groups.
3.
4. Institutional Structure and Capacity a. Dedicated mandate and unit for sanitation, with specific responsibility and performance standards for equity and inclusion; b. Representation of excluded groups at all levels of institutions -gender, disability, religion, caste; c. Capacity to understand and respond to equity and inclusion.
5.
6. Approach to creating demand and scaling up a. Ensuring that the voice of excluded groups is amplified in the demand for sanitation and hygiene and in designing inclusive facilities; b. Financing mechanisms enable the participation of disadvantaged groups; c. Information about the right to sanitation is known and understood by disadvantaged groups.
Technology promotion and supply chain
a. Technology options include diverse solutions for different needs (gender, disability, age, seasons, soil); b. Options are affordable for the poorest; c. Public sanitation facilities always include menstrual hygiene and disabled access. 
Finance and Incentives
a. Budget allocation or earmarking for participation of excluded groups and inclusive design; b. Sanctions for non-inclusion; c. Money flows to whom it is intended and is tracked and regularly shared with the public.
10 Adapted from the framework for analysis used in Nirmal Bharat an Agenda for Action, Processes that Drive Outcomes: a comparative analysis of Nirmal Bharat across five Indian states presented at a Regional Consultative Workshop on Preparation of a Strategic Plan for Rural Drinking Water and Sanitation, Bangalore 9 th July 2010. 11 The score can be on a scale of 1-4: 1 no evidence of progress, 2 little evidence of progress, 3 some evidence of progress, 4 significant evidence of progress
Roles and responsibilities
None of these steps will be effective or sustainable unless they are driven by committed leadership at the highest level in each country in South Asia and then put into action drawing on our collective strengths.
The journey, from recognition and clear articulation of the importance of inclusive sanitation provision, to the translation of this recognition to policy, to back it up with adequate, focused and timely financial provision, using this to develop capacity (for data acquisition, planning, communication, financial subsidies where necessary, inclusive design and human resource development), and then to set in place an open and transparent monitoring and evaluation system, to ensure accountability is a long one. Countries in the region and regions within countries can be positioned at various points on the curve. Whatever the positioning, there is a role for all those concerned, starting from people (not least more fortunate citizens in the middle class) themselves, to governments, civil society organisations, international financial institutions, bilateral donors, external support agencies, the media, academia and the private sector. This is the challenge for all of us. The examples given in this paper and in the accompanying bibliography, show what has been achieved in different contexts. The challenge now, is to build on this experience and scale up to an equitable and inclusive approach to sanitation and hygiene across the South Asia region.
A shared challenge but we have different role and responsibilities
• In taking forward actions to develop more equitable inclusive sanitation strategies, we recognise that we all have roles and responsibilities to collaborate as stakeholders in the process. The authors of this paper are committed to mainstreaming equity and inclusion in all our work, recognising our specific role and responsibilities as set out in the framework below.
• People: to promote non discrimination and active inclusion in sanitation and hygiene.
• Government (local, state and national): institutionally responsible as duty bearers for entire framework and in ensuring that no one is excluded. The role of Government is one of regulator of quality and inclusion rather than that of providing services.
• NGOs: to support the national effort through influencing, monitoring, capacity building, demand creation and demonstration of best practice through delivery. To set an example first, by measuring their own achievements from an equity and inclusion lens. As Rights advocates, they are duty bound to work in coalition with larger and broader alliances on health, education and livelihoods, water and sanitation. Independent monitor to ensure accountability of standards, norms and systems of Government.
• External Support Agencies: to support the national agenda, collaborate on strategies, offer relevant technical support and lessons from international best practice, and undertake joint monitoring. To earmark financial support for initiatives that seek greater transparency, accountability and innovative approaches, that bring sanitation to the excluded.
• Financing Institutions and Donors: to support the national agenda and commit to equity and inclusion in their financing and ensure aid effectiveness. Support longer term cross-sectoral research on sustainability and inclusion.
• Media: to promote awareness and advocacy for equitable and inclusive sanitation and hygiene, bring the voices of the unheard to the fore and act as a watchdog, highlighting gaps and showcasing successes.
• Academia: to promote through objective research and analysis, sensitivity and commitment to inclusion and through studies and analysis contribute to collective influence; for example engineers to improve inclusive design, social scientists and statisticians to collect and disseminate evidence on different marginalised groups.
• Elected representatives and Judiciary: to support the right to sanitation and hygiene through legislation, advocacy and enforcement with a focus on the excluded and marginalised.
• Private sector and small businesses: to recognise and promote inclusive sanitation and hygiene design and approaches.
Conclusion
These examples and the suggested steps are by no means the last word on the subject. Indeed the whole purpose of the paper is not to be prescriptive, but to highlight the issue of inclusion, invite new ideas and encourage commitment and linked actions. It is clear from our literature review and consultations that exclusion is not limited to WASH services, but that it plays out across the gamut of public services in education, health, nutrition and food security or livelihoods.
Should we be looking for strategic partnerships to fight this together within but also beyond WASH? Can we forge a collaborative commitment and joint programme of action in the run up to the MDGs and beyond? And can we measure this against a shared framework that makes practical sense for implementers at all levels?
Let us make the space in this preparatory work for SACOSAN IV and then at the meeting itself, in Colombo, this year to tackle the equity issue head on, with the aim of making measurable improvements for those who are currently left out.
i
Annex: additional case studies
A WSP study mapping levels of service, behaviour and satisfaction across 1800 households in North West Sri Lanka found significant differences between poor and non-poor families. This shows that even where huge progress has been made in providing access to sanitation and hygiene, a significant proportion of the population is still disadvantaged. Since diarrhoea is the primary public health disease of concern with respect to WSS interventions, the study analysis developed a profile of households that have had diarrhoea cases and compare them to households that have not suffered from diarrhoea in the month prior to the survey. On average the households with cases of diarrhoea were poorer, more likely to have children under 5, and less educated. Poorer households are less likely to wash hands or have access to safe hand washing technology; use and operate a water sealed toilet; be protected from diarrhoea including among their children. All the reported differences between the poor and the rich are statistically significant at the 5 percent level. The study provides a detailed picture of water and sanitation provision and behaviour analysed in relation to dimensions of poverty. The evidence provides a useful foundation for practice.
The next example from India shows how a strategy that addresses attitudes, environmental and institutional factors has increased sanitation access to whole communities, although there is still much progress to be made:
The state of Maharashtra, in India, has a population of almost 100 million people. Between 1996 and 1999, the state improved sanitation coverage from a mere 6% to 20%. It achieved this by promoting, subsidising and helping to construct individual household toilets, but it was unable to obtain community-wide use and maintenance, with many households and individuals left out. The strategy was then refocused on creating demand and awareness, and villages committed themselves to achieving 100% Open Defecation Free status, achieving equity by involving every household. Village by village, the Santa Gadge Baba campaign, modelled on a culturally powerful local icon, spread as a peoples' movement, spearheaded by senior bureaucrats, who visited the field day in and day out. In 1991, the State Government, the Ramakrishna Mission Loksiksha Parishad and UNICEF launched the Intensive Sanitation Project (ISP) in Midnapur district, then the largest district in the country with a population of 10 million. ISP adopted a low subsidy, demand-responsive approach, offered low cost options, conducted massive awareness drives and campaigns, built the capacity of CBOs and NGOs and started Rural Sanitary Marts in each block, managed by NGOs and often run by women. As the project showed results, political support increased and sanitation rose on the development agenda. Over a period of 18 years, sanitation coverage in the district rose from 5%, in 1991, to full coverage in 2009. With full sanitation coverage, Midnapur inspired other districts in the state and its approaches were adopted in the State's rural sanitation programme.
Equity: women lead the way She takes pride in being behind the only 'Clean Village' Panchayat in Purulia district. "Talking of a toilet was a maiden cry" says Balika Mahto, 27, a young self-help group activist in Matha Gram Panchayat. She is an Anganwadi worker and a resource person for strengthening the women Self Help Groups in the Panchayat. Balika's family was the first to use a toilet in her village. She then motivated others by sharing the convenience, security and dignity that her toilet provided. She convinced the mothers of the children of the anganwadi, by telling them about the benefits of sanitation and hygiene for the growth and development of children. The result was that all 142 families of her village started using toilets, and the Panchayat became free of open defecation. Purulia district now promotes sanitation and hygiene through women self-help groups throughout the district.
Promoting gender equity in Nepal
WaterAid Nepal's partner NEWAH has been pursuing a gender and social inclusion approach in its sanitation programme since 1999. The recent review of effectiveness of this approach provides useful lessons
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. NEWAH's promotion of gender balanced and socially inclusive user management committees has been instrumental in ensuring excluded social groups' representation on these committees. Participation in project activities has helped increase exposure and foster greater self confidence. However, while there has been an increase in women's participation, it has been limited in decision-making processes.
Low literacy level or numeracy skills, lack of self-confidence and social norms pose challenges to the effective participation of women and excluded groups and accountability issues. Despite the aims of participatory approaches to engage women and men in development that affects them directly, there remain barriers that restrict their ability to do so. Short-term training can only have a limited impact. Training can only be effective if the personal experiences and views of both men and women on gender are considered and explored and follow-up support is provided. Moreover, involving and focusing on women can marginalise gender as a women's issue. There is a need to develop men's skills in this area and bring their perspective into initiatives that aim to promote a participatory approach. In promoting an inclusive approach, it is also important to understand the community-level decision-making process and local social and political context. Only by engaging with men and women in constructive dialogue and supporting both capacity building and empowerment processes, can true participation be achieved on equal footing.
Afghanistan: promotion equitable and inclusive sanitation
In rural Afghanistan, sanitation coverage is low: half of rural Afghans use unimproved toilets and 20% have no toilets at all. Behind these national averages are stark disparities: between rich and poor, but also between regions in the country. Four out of five people in the Central Highland region, (four million people), defecate in the open or in sahrahis (areas for defecation in the house compound, without a toilet pit), making this region with the worst sanitation deficit in the country.
In 2009, the Government of Afghanistan with UNICEF and other partners introduced Community Led Total Sanitation (CLTS) in four provinces of the Central region. CLTS engages everyone in a community in problem diagnosis, problem analysis, and coming up with appropriate solutions. Its aim is to enthuse the entire community and build their resolve to end open defecation, using local resources. The use of CLTS has shown success as a community mobilisation strategy, resulting in improved sanitation behaviour and ending open defecation practices.
Agencies piloting CLTS in Afghanistan are mindful of the lessons learned elsewhere, which show that people in particularly vulnerable situations are often neglected and/or have difficulties participating in CLTS for a variety of reasons. The "naming and shaming" of people caught openly defecating during the CLTS process are often publicly identified and may be ridiculed, which may reinforce stigma and social exclusion of some groups. Communities may also coerce the poorest households to build toilets without giving adequate support, thus may create serious difficulties for such households.
Equity and inclusion in water and sanitation in emergencies
Emergencies affect millions of people in South Asia every year: floods, droughts, earthquakes and civil strife displace large numbers of people for shorter or longer periods. Often, more than half of those displaced are children. With 58 per cent of the rural population of South Asia practicing open defecation, maintaining camps for the displaced free of open defecation is a major challenge.
The right to water and sanitation is a fundamental right, especially in emergency situations. Several international human rights instruments refer to water and sanitation. These treaties also pertain to specific groups, such as women, children and disabled persons, who are traditionally identified as vulnerable groups, especially in emergency situations. Governments are expected to realise, protect and respect these rights, and the general public must be aware of their rights, even when affected by emergencies. Humanitarian agencies are required to pay particular attention to the needs of these groups during the relief phase of an emergency.
The Sphere Standards and the IASC Operational Guidelines on Human Rights and Natural Disasters guide the work of humanitarian agencies. These guidelines detail how sanitation services are to be provided in an equitable and non-discriminatory manner, taking into account the special needs of those who are most vulnerable. In practice, the needs often far outstrip the ability of all responding agencies. Sanitation and hygiene promotion are usually given second priority, attended to well after water supply interventions have been attended to, thus leaving many displaced households without sanitation for days or even weeks after the onset of a crisis. Even when toilets are eventually provided, their use and maintenance are often a problem, especially when the camp population is not accustomed to using toilets. Sukaar Foundation's involvement in the community's reintegration and rehabilitation has raised important lessons for future work with scheduled caste minorities. They identify the following priorities: supporting the organisation of schedule cast minorities into groups that can engage in regular development programmes of government, NGOs, and other stakeholders; taking special measures to empower schedule cast minorities through social mobilisation, capacity building and awareness raising programs focused on their rights; helping them access alternative income generating opportunities; supporting them to get their water supply and sanitation, education, health and other basic necessities of life; and finally, conducting further research into the conditions faced by schedule caste minorities when they migrate to cope with drought in order to identify and prioritise reintegration measures for these regularly displacing excluded communities.
Individual stories from "Case study from Nepal"
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Hari Bahadur Sapkota, a resident of Maalika VDC, Baglung, Nepal, is 52. He has been physically impaired by paralysis in both his legs. He had been married three times but all his wives abandoned him. He told us that one of the main reasons his wives left him was that they could not share his plate for meals as he used to crawl and rest his hand on the latrine while defecating. As a result his wives considered him to be unclean. With no visible solution, they left him. However, with the installation of a commode in this latrine, which allows him to sit more comfortably while defecating, as well as keeping his hands away from the pan, Mr. Sapkota is no longer considered dirty. In fact, due to his increased hygiene practices, he has been entrusted with the responsibility of cooking for his entire family, while other members earn an income.
v Individual stories from "Case study from Nepal" Samjhana Kisan is a 14 year old girl from a disadvantaged and poor family in ward three of Baglung municipality. Her parents work as dailywaged labourers and she is the oldest among five children in the family. She is mentally impaired, has limb problems and cannot speak, walk or stand by herself. Samjhana's parents built a latrine and bathroom in the yard some years back on their own. The latrine had a squatting pan and Samjhana had to rest her hands on the wet latrine floor while using it. Her parents had not considered her requirement while constructing the latrine and were also unaware of the technology available for the disabled. NEWAH provided her a wooden commode with arms at both sides and a support at the back, which was designed with her specific her needs in mind. It used local materials and the skills of a carpenter in the community. Samjhana can now comfortably use the commode and her mother's fear that she might fall off the chair is put to rest as it has support from three sides. The family is also happy knowing that alternations and repairs to the commode can be made relatively easily. In Bangladesh, the poorest face severe difficulties in gaining access to the resources needed to substantially improve their livelihoods. The prevailing highly stratified, hierarchical and patriarchal social system systematically marginalizes the poorest and especially poor women and girls who are ascribed low social status. ASEH focuses on the provision of basic water and sanitation services using empowering approaches and is guided by core principles of participation, equity, gender sensitivity and a livelihoods approach to poverty reduction. It specifically seeks to target the poorest and least well-served residents in poor communities including the most vulnerable, women and children. Not accessible via internet 321 KB Bhutan (10) Equity in School Water and Sanitation -Overcoming Exclusion and Discrimination in South Asia. Bhutan Country Report UNICEF; 2009 Keywords: schools This is a series of five publications is the outcome of a South Asia regional study into Equity in School Water and Sanitation. The study examines the issues of exclusion and discrimination in schools in Bhutan and to consider the potential for schools being able to act as agents of change in combating this exclusion and discrimination. The country studies for Bangladesh, India and Nepal can be found in the respective country section. http://www.unicef.org/rosa/WASH_Report_Bhutan_(Final_Version)_11_Dec_09.pdf 415 KB (last accessed February 2011) 
